Abstract Salpingectomy should always be complete. A patient had a third ectopic pregnancy following partial salpingectomy, of the ampullary and uterine parts, therapeutically and prophylactically.
A 37-year-old patient was seen in the early pregnancy clinic with left iliac fossa pain after 6 weeks of amenorrhea. Pregnancy test was positive and transvaginal ultrasound scan showed an empty uterus with a thickened endometrium, a normal right ovary and a prominent left ovary, containing a solid echo-bright area and a bleeding ovarian cyst was suggested. Her β-human chorionic gonadotropin (HCG) level was estimated to be 1,283 u/l and rose to 1,867 u/l 3 days later.
Earlier, the patient had a forceps delivery at term followed by a ruptured right tubal ectopic, that was managed by open right salpingectomy, where the ampullary part of the tube was excised. This was followed by a ruptured right tubal ectopic pregnancy in the residual stump.
This was managed by removing what was left of the right tube through another laparotomy. Although the left tube was found to be unhealthy, a left partial salpingectomy was carried out, removing the uterine part, to avoid future ectopic.
In view of the rising β-HCG levels and the previous history of recurrent ectopic pregnancy, a diagnostic laparoscopy was advised and arranged. Blood was seen in the pouch of Douglas and the utero-vesical pouch and omental adhesions were noted below the scar of the previous two laparotomies.
The adhesions were divided using unipolar diathermy and suction irrigation was carried out to enable accurate examination of the pelvis. The right ovary was normal. The left ovary was tangled in a haemorrhagic mass that included ruptured ectopic pregnancy in the residual left tube. Further suction irrigation was carried out to enable separating the ovary from the remaining part of the tube, which was then removed using two endo-loops. The patient made an uneventful recovery and was discharged home a few hours later.
Discussion
The choice between salpingectomy and salpingostomy revolves about the likelihood of subsequent live intrauterine pregnancy, persistent trophoblastic disease and recurrence of ectopic pregnancy [1] . Salpingectomy has long been known to be followed by less frequent recurrent ectopic pregnancy that salpingostomy [2] . The principal advantage in resorting to salpingectomy is to avoid recurrent ectopic pregnancy in an unhealthy tube. As the incidence of such recurrence rises with the number of ectopic pregnancies [3] , it is logical that salpingectomy is the right choice following a recurrent ectopic pregnancy.tomy in the respective tubes, one at a time. The benefit of opting for such an excisional approach, in comparison to salpingostomy was not achieved, defeating the argument for taking such a line. In fact, the patient had prophylactic left partial salpingectomy without there being an ectopic during her second laparotomy, only to have an ectopic in the residual part of that tube 6 years later. It is possible that this tube was damaged and the patient would have had an ectopic pregnancy if it were to have been left over. It is also possible however, at least in theory, that the partial salpingectomy led to tubal narrowing and contributed to the ectopic pregnancy developing in the residual part of the tube. On the basis of this line of thinking, the prophylactic left partial salpingectomy was not only unnecessary, but rather harmful.
Partial salpingectomy entails excision of part of the tube, leaving a portion behind. This can be carried out either laparoscopically or through a laparotomy. Several reports have described recurrent ectopic pregnancy after partial salpingectomy, both open and laparoscopic, where uterine and ampullary parts were removed [4, 5] .
Bilateral ectopic pregnancy has been reported after bilateral partial salpingectomy for contraception [6] . This is the first case report describing ectopic pregnancy after prophylactic partial salpingectomy and the first one where ectopic followed partial salpingectomy twice, both of ampullary and uterine parts, therapeutic and prophylactic.
These cases should call for serious consideration of the value of partial salpingectomy. The procedure may not confer the benefit of avoiding recurrent ectopic, and could in fact confuse the picture, as ectopic would be ruled out on the basis of prior salpingectomy, as was the case here. The message from this case is that salpingectomy for the management of ectopic pregnancy or its prevention must be complete. This is important even when assisted reproductive techniques are being used [7] . Total salpingectomy should be straight forward during laparotomy.
Laparoscopically, some may find it difficult to place the endo-loops at the cornu, though this can be achieved with experience by ensuring proper positioning of the plastic rod before tightening the loop. The procedure should be a lot easier with diathermy (uniploar and bipolar), harmonic scalpel as well as plasmakinetic instruments.
